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§455.17

(b) The case is closed or dropped be-
cause of insufficient evidence to sup-
port the allegations of fraud or abuse;
or

(c) The matter is resolved between
the agency and the provider or bene-
ficiary. This resolution may include
but is not limited to—

(1) Sending a warning letter to the
provider or beneficiary, giving notice
that continuation of the activity in
question will result in further action;

(2) Suspending or terminating the
provider from participation in the Med-
icaid program;

(3) Seeking recovery of payments
made to the provider; or

(4) Imposing other sanctions provided
under the State plan.

[43 FR 45262, Sept. 29, 1978, as amended at 48
FR 3756, Jan. 27, 1983]

§455.17 Reporting requirements.

The agency must report the following
fraud or abuse information to the ap-
propriate Department officials at in-
tervals prescribed in instructions.

(a) The number of complaints of
fraud and abuse made to the agency
that warrant preliminary investiga-
tion.

(b) For each case of suspected pro-
vider fraud and abuse that warrants a
full investigation—

(1) The provider’s name and number;

(2) The source of the complaint;

(3) The type of provider;

(4) The nature of the complaint;

(5) The approximate range of dollars
involved; and

(6) The legal and administrative dis-
position of the case, including actions
taken by law enforcement officials to
whom the case has been referred.

(Approved by the Office of Management and
Budget under control number 0938-0076)

[43 FR 45262, Sept. 29, 1978, as amended at 48
FR 3756, Jan. 27, 1983]

§455.18 Provider’s
claims forms.

(a) Except as provided in §455.19, the
agency must provide that all provider
claims forms be imprinted in boldface
type with the following statements, or
with alternate wording that is ap-
proved by the Regional CMS Adminis-
trator:

statements on

42 CFR Ch. IV (10-1-12 Edition)

(1) “This is to certify that the fore-
going information is true, accurate,
and complete.”

(2) “I understand that payment of
this claim will be from Federal and
State funds, and that any falsification,
or concealment of a material fact, may
be prosecuted under Federal and State
laws.”

(b) The statements may be printed
above the claimant’s signature or, if
they are printed on the reverse of the
form, a reference to the statements
must appear immediately preceding
the claimant’s signature.

§455.19 Provider’s statement on check.

As an alternative to the statements
required in §455.18, the agency may
print the following wording above the
claimant’s endorsement on the reverse
of checks or warrants payable to each
provider: ‘I understand in endorsing or
depositing this check that payment
will be from Federal and State funds
and that any falsification, or conceal-
ment of a material fact, may be pros-
ecuted under Federal and State laws.”

§455.20 Beneficiary verification proce-
dure.

(a) The agency must have a method
for verifying with beneficiaries wheth-
er services billed by providers were re-
ceived.

(b) In States receiving Federal
matching funds for a mechanized
claims processing and information re-
trieval system under part 433, subpart
C, of this subchapter, the agency must
provide prompt written notice as re-
quired by §433.116 (e) and (f).

[48 FR 37566, Jan. 27, 1983, as amended at 56
FR 8854, Mar. 1, 1991]

§455.21 Cooperation with State Med-
icaid fraud control units.

In a State with a Medicaid fraud con-
trol unit established and certified
under subpart C of this part,

(a) The agency must—

(1) Refer all cases of suspected pro-
vider fraud to the unit;

(2) If the unit determines that it may
be useful in carrying out the unit’s re-
sponsibilities, promptly comply with a
request from the unit for—
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(i) Access to, and free copies of, any
records or information kept by the
agency or its contractors;

(i1) Computerized data stored by the
agency or its contractors. These data
must be supplied without charge and in
the form requested by the unit; and

(iii) Access to any information kept
by providers to which the agency is au-
thorized access by section 1902(a)(27) of
the Act and §431.107 of this subchapter.
In using this information, the unit
must protect the privacy rights of
beneficiaries; and

(3) On referral from the unit, initiate
any available administrative or judi-
cial action to recover improper pay-
ments to a provider.

(b) The agency need not comply with
specific requirements under this sub-
part that are the same as the respon-
sibilities placed on the unit under sub-
part D of this part.

§455.23 Suspension of payments in
cases of fraud.

(a) Basis for suspension. (1) The State
Medicaid agency must suspend all Med-
icaid payments to a provider after the
agency determines there is a credible
allegation of fraud for which an inves-
tigation is pending under the Medicaid
program against an individual or enti-
ty unless the agency has good cause to
not suspend payments or to suspend
payment only in part.

(2) The State Medicaid agency may
suspend payments without first noti-
fying the provider of its intention to
suspend such payments.

(3) A provider may request, and must
be granted, administrative review
where State law so requires.

(b) Notice of suspension. (1) The State
agency must send notice of its suspen-
sion of program payments within the
following timeframes:

(i) Five days of taking such action
unless requested in writing by a law
enforcement agency to temporarily
withhold such notice.

(ii) Thirty days if requested by law
enforcement in writing to delay send-
ing such notice, which request for
delay may be renewed in writing up to
twice and in no event may exceed 90
days.

(2) The notice must include or ad-
dress all of the following:

§455.23

(i) State that payments are being
suspended in accordance with this pro-
vision.

(ii) Set forth the general allegations
as to the nature of the suspension ac-
tion, but need not disclose any specific
information concerning an ongoing in-
vestigation.

(iii) State that the suspension is for a
temporary period, as stated in para-
graph (c) of this section, and cite the
circumstances under which the suspen-
sion will be terminated.

(iv) Specify, when applicable, to
which type or types of Medicaid claims
or business units of a provider suspen-
sion is effective.

(v) Inform the provider of the right
to submit written evidence for consid-
eration by State Medicaid Agency.

(vi) Set forth the applicable State ad-
ministrative appeals process and cor-
responding citations to State law.

(c) Duration of suspension. (1) All sus-
pension of payment actions under this
section will be temporary and will not
continue after either of the following:

(i) The agency or the prosecuting au-
thorities determine that there is insuf-
ficient evidence of fraud by the pro-
vider.

(ii) Legal proceedings related to the
provider’s alleged fraud are completed.

(2) A State must document in writing
the termination of a suspension includ-
ing, where applicable and appropriate,
any appeal rights available to a pro-
vider.

(d) Referrals to the Medicaid fraud con-
trol unit. (1) Whenever a State Medicaid
agency investigation leads to the initi-
ation of a payment suspension in whole
or part, the State Medicaid Agency
must make a fraud referral to either of
the following:

(i) To a Medicaid fraud control unit
established and certified under part
1007 of this title; or

(ii) In States with no certified Med-
icaid fraud control unit, to an appro-
priate law enforcement agency.

(2) The fraud referral made under
paragraph (d)(1) of this section must
meet all of the following requirements:

(i) Be made in writing and provided
to the Medicaid fraud control unit not
later than the next business day after
the suspension is enacted.
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